A 47-year-old Latin American female with cervical lymphadenopathy was referred to the ENT department. The lymph nodes underwent fine needle aspiration and were considered reactive. On magnetic resonance imaging (MRI), in addition to multiple prominent lymph nodes, a 2.3 cm complex cystic mass with a fluid-fluid level was seen in the left premaxillary soft tissues at the nasolabial junction, displacing the left nares anteriorly. The mass was hyperintense on the T2-weighted images ( Figure 1 ) and hypointense on the T1-weighted images and did not enhance after the administration of contrast (Figure 2 ). The imaging was characteristic of a Klestadt cyst. The Klestadt cyst was excised via a gingival buccal incision over the cyst. The pathology of the cyst showed a benign cyst wall with pseudostratified columnar epithelial cell lining with goblet cells with no atypia or malignancy-findings compatible with a Klestadt cyst ( Figure 3) .
Klestadt cyst or nasoalveolar cyst is an uncommon lesion located in the nasolabial region. [1] [2] [3] [4] [5] It was described for the first time by Zuckerkandl in 1882 [2] [3] [4] [5] and further described by Klestadt. 2, 4, 6 The precise etiology of Klestadt cysts remains uncertain, but among the leading proposed pathogenic mechanisms is a retention cyst from mucosal glands 3, 5 or an epidermal inclusion cyst from epithelium trapped between the maxillary prominence and medial and lateral nasal processes. [2] [3] [4] [5] [6] Another interesting proposed etiology is that Klestadt cysts arise from epithelial remnants of the nasolacrimal ducts. [2] [3] [4] [5] Interestingly, Klestadt cysts are more common on the left side, [3] [4] [5] but can be bilateral in 10% of cases, 1,3-4 and have a pronounced female preponderance. 1,2,4-6 They are most commonly seen in the fifth decade of life. [3] [4] [5] Klestadt cysts are typically asymptomatic, but can present with pain, obstruction, facial deformity, and infection. [1] [2] [3] [4] [5] [6] Magnetic resonance imaging is the main diagnostic tool and characterizes the lesion better than computed tomography. 3, 6 In our case, the cyst was predominantly T2 hyperintense ( Figure 1 ) and T1 hypointense. However, depending on the cyst fluid contents, the cysts may be T1 bright and T2 dark, like the layering material in our case. Although the MR appearance was highly suggestive, histopathology confirmed the diagnosis, demonstrating a cyst with ciliated columnar epithelium with goblet cells, which is characteristic of the lesion. Treatments include intraoral or endoscopic excision 4, 6 or other methods like cauterization, aspiration, cryotherapy and incision and drainage. 4 
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